Discussion
In this series 3 patients died and one had a prostatic enucleation. Of the remaining 36 patients, 11 required readmission to hospital for retention or severe dysuria or difficulty. Since this was an assessment of a new technique, patients were quickly referred back by their general practitioners and were readmitted at once if their symptoms were at all demanding.
Of the 40 patients 4 (10 %) required to return to theatre for removal of slough. This figure is the same as that quoted by Ortved et al. (1967) . These authors, Backer et al. (1967) and Gonder et al. (1964) have all mentioned combining a small transurethral resection with a freeze, in order to leave a channel for the passage of slough. Such a procedure was carried out in 6 of the above cases but it is too soon yet to assess its value.
It is of interest to note that of the 19 patients who had been subjected to a probe temperature of -160°C for less than nine minutes 2 required readmission; of the 17 frozen for nine minutes or longer 9 required readmission.
In this series there were 4 patients who were judged to be completely unsuitable for conventional surgery because of severe respiratory embarrassment. These patients all had cryosurgery under caudal block with excellent results. This is a review of a very small number of cases with a short period of follow-up. It is too soon yet to say to what extent this method will replace the conventional methods of prostatectomyif at all. I would agree with Ortved et al. in saying that it will broaden the range and safety of prostatic surgery. The method would appear to have obvious value in delivering from a catheter life a number of severely incapacitated patients who could not otherwise be treated. Our work in the immediate future will be to compare cryosurgery with conventional methods of prostatectomy by means of a controlled trial. In view of the difficulties encountered in patients 'frozen' for nine minutes or longer, each treatment will consist of a freezing lasting no more than eight minutes.
Results of Treating Hydronephrosis by the Chapman Technique by C McCreadie FRcsEd (Victoria Infirmary, Glasgow)
A method of surgical correction of hydronephrosis associated with aberrant renal arteries has been briefly mentioned by Chapman (1954) , but no previous analysis of the results has been published.
The relevant arteries are those destined for the lower pole and arising from the aorta or proximal renal artery; other origins are relatively infrequent (Pick & Anson 1940) . Some anatomical textbooks state that only vessels lying posteriorly are associated with obstruction (McGregor 1957 , Ellis 1960 , but in our experience all vessels passed in front of the pelviureteric junction and a search of the literature revealed only one instance of hydronephrosis associated with posterior vessels (Ekehorn 1907) .
In the absence of intrinsic stenosis, the initial gradual pelvic dilatation appears to be due to partial pelviureteric obstruction caused either by simple pressure from the vessel or, more probably, by distortion and angulation of the junction by fibrous adhesions. The pelvis bulges forward below the normal pedicle and sags downwards over the supporting 'shelf' formed by the aberrant vessel; simultaneously relative upward displacement of the pelviureteric junction results in acute kinking and loss of dependent drainage.
Several methods ofrepair, avoiding the opening of the urinary passages, have been described. These consist essentially of pelviureterolysis, demonstration of a normal outlet, and performance of a manceuvre divorcing the aberrant vessel from the pelviureteric junction. The Chapman method involves elevation of the mobilized vessels and their invagination within a tunnel formed from the anterior pelvic wall by a series of Lemburt sutures (Fig 1) . Hellstrom (1949) described a method in which sutures were passed through the perivascular connective tissue. Brosig & Kollwitz (1961) used a flap of peripelvic fat for the same purpose and the nephioplication operation of Stewart (1947) , although superficially very different, depends on the same principle, but, in our opinion, is more suitable for the intrarenal type of hydronephrosis (Fig 2) . either side was equally involved. There was no operative mortality and the average period of post-operative hospitalization was fifteen days as compared with twenty-two days following 'dismemberment' pyeloplasties in the same urological unit.
Clinical evaluation of results consisted of comparison of pre-and post-operative pain in 21 patients, one being excluded because of insufficient data. At six weeks, complete relief was noted in 19 (905 %O). One is described as slightly improved and one young man was unchanged; a year later he underwent nephrectomy in another unit and histological examination revealed a 2 cm I-. diameter infarct presumably due to occlusion of the vessel in too tight a tunnel. Of the 19 asymptomatic patients, 14 have been followed for between one and nine years (average 2-8 years) and 12 remain pain free. One has symptoms attributed to pyelonephritis and one suffered a recurrence of pain after an interval ofeight years; an extensively infarcted kidney was removed. Radiological evaluation consisted of comparison of pre-and post-operative pyelograms by a single observer. Excluding the 2 patients who underwent secondary nephrectomy, renal function and pelvic dilatation were compared in 20 cases. Functional assessment, at least three months after surgery, revealed that 2 were unchanged and in no case did function deteriorate (Table 1 ). The degree of dilatation was expressed as: normal, pelvic only, calyceal clubbing, and gross dilatation. The results in Table 2 show that calyceal clubbing persisted in 5 cases, 10 were distinctly improved and 5 had acceptably normal post-operative pyelograms.
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